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Health Center

University of Missouri Health Care
Reproductive Medicine and Fertility







500 N. Keene Street, Suite 203, Columbia, Missouri 65201

Telephone:  (573) 817-3101     Facsimile:  (573) 499-6065
Gynecological Information Form

Date _______________________________________________
Name ________________________ ______________________________ Date of Birth ________________ Race ___________ M.S.D. (Circle)

(include maiden name if applicable)

Address ____________________________________________ Birthplace __________________________ Phone (H) _____________________


(Street)

   ___________________________________________ Occupation __________________________ Phone (W) __________________________


(City, State, Zip Code)
Referring Physician: ____________________________________________ Reason for Visit: _________________________________________
MEDICAL HISTORY










yes
no 
Have you lost greater than 20 pounds of weight in the last year? ………………………………………. 


□
□

Do you follow a particular food diet or have any special dietary habits? ………………………………...


□
□
If yes, specify:  ________________________________________________________________

List the forms and frequency of regular vigorous exercise (swimming, cycling, running) and age you began:

  Exercise: _________ Hrs/Week _____ Age ____
Exercise: _________ Hrs/Week _____ Age ____

Do you frequently take saunas , steam baths, or hot tubs? ……………………………………………………. 


□
□
Are you or have you ever been exposed to any of the following during employment or military service:

□ Heat

 □ Toxic Fumes

 □ Other Specify ___________________________________
□ Chemicals
 □ Nuclear Radiation
□ Other Specify ___________________________________

Have you ever had surgery before? ………………………………………………………………………….


□
□


If yes, specify:  ________________________________________________________________
Do you have or have you ever had (check all that apply):

□  Scarlet Fever



□  Heart Disease


   
□  Breast Tenderness

□  Rheumatic Fever


□  High Blood Pressure


□  Breast Soreness

□  Tuberculosis



□  Hirsutism



□  Breast Milky Discharge

□  Hepatitis



□  Gallbladder Problems


□  Neurological Problems

□  Syphilis



□  Liver Problems



□  Seizures

□  Gonorrhea



□  Ulcers




□  Epilepsy

□  Pelvic Infection



□  Appendicitis



□  Visual Disturbances

□  Chlamydia



□  Colitis




□  Poor Sense of Smell

□  Herpes



□  Diabetes



□  Dizziness

□  Mumps



□  Anemia



□  Loss of Balance

□  Arthritis



□  Chronic Headaches


□  Chronic Bronchitis



□  Thyroid Problems


□  Blood Transfusions


□  Phlebitis

□  Measles: Regular


□  Immunizations: German Measles

 □  Vaginitis (Trichomoniasis,

□  Measles: German


□  Endometriosis



yeast), # of episodes ____________

□  Pneumonia



□  Any Allergies? List: _________________
□  Muscular Dystrophy

□  Nongonococcal Urethritis


___________________________________
□  Varicose
□  Parasitic Infection


□  Cancer? Specify ___________________
□  Cystic Fibrosis

□  Ovarian Cysts



 ___________________________________
□  Kidney Infection

Do you do monthly self-breast exams?..................................................................................................


□
□

Have you ever been treated for cancer? …………………………………………………………………….


□
□




If yes, specify:  ________________________________________________________________

Have you ever received X-rays to the pelvic area for therapy or diagnosis? …………………………….


□
□
If yes, specify:  _______________________________________________________________

Are you taking any prescription medications?................................... ……………………………………..


□
□
If yes, list all prescriptions and problems for which you were taking them:

______________________________________________________________________________________
______________________________________________________________________________________
Are you taking any over-the-counter medications on a regular basis? ………………………………………..


□
□

If yes, list all medications and diagnoses:

______________________________________________________________________________________

Do you use or have you ever used (Check all that apply):


Alcohol – How many glasses per week do you usually drink?
Wine  _____    Beer  _____
Cocktails    _____


Cigarettes – Number of packs per day:

 _____

Illicit or Recreational Drugs (Marijuana, Cocaine, etc.)  If you would feel more comfortable not writing anything down, please discuss this directly with your physician.  Specify:  ______________________________________________________________________________
Caffeine-How many glasses per day do you usually drink? _____________________________________________________________
Do you use seat belts in the vehicle?_______________________________Sunscreen?______________________________________________

Are there any concerns with domestic violence?______________________________________________________________________________

Are you having any problems with urinary function?___________________________________________________________________________

MENSTRUAL HISTORY
Age at first period? _______ Breast Development? _______Pubic Hair Development? _______

When was your last period? ______________

Are your periods regular? …………………………………………………………………………………………..


□
□

If yes, what is the usual number of days between periods? _______________________________


If no, how many times per year do you menstruate? _____________________________________

What is the usual duration of your period? ______________ Use: 
□ Tampons?
□ Pads?

Are cramps present before, during or after your period? _______________________________

Are cramps □ Mild
□ Moderate □ Severe

Do you have to take pain medication for cramps?........................................................................................ 


□
□

If yes, specify medication _______________________________________________________

Do you bleed or spot between periods?........................................................................................................ 


□
□
CONTRACEPTIVE/SEXUAL HISTORY – FEMALE

What age did you become sexually active?  _________________________________________

Are you sexually active at present?



□
□
How many partners have you had?  _______________________________________________
What form of contraception do you use now or have you used in the past? Check all that apply:


□ Pills  Name: ____________
□ IUD  Name: ____________
□ Diaphragm
□ Withdrawal


□ Foams/Jellies
□ Condom
□ Rhythm
□ None

□ Other: ________________________

For each Contraceptive method used, specify length of use and reason for discontinuation:

_____________
_____________
_______________________________________________________________________

_____________
_____________
_______________________________________________________________________

_____________
_____________
_______________________________________________________________________

If you’ve ever been on oral contraceptives (pills), were your periods regular after stopping them? ……….



□
□
How many times per week do you and your partner have sexual intercourse? _________________________________________

Is intercourse painful or difficult for you? …………………………………………………………………………



□
□
Do you use lubricant for intercourse? …………………………………………………………………………….



□
□

If yes, which one?  ________________________________________________________________________________

Do you douche before or after intercourse? ……………………………………………………………………..



□
□
PREGNANCY HISTORY

	
	When?

(Year)
	End in

Abortion?
	Spontaneous

Or Induced

Pregnancy?
	Ectopic

Pregnancy?
	Infertility

Therapy

Required

to Conceive?
	How long

to Conceive?
	Baby

Born

Alive?
	Is Current

Partner

the Father?

	1st Pregnancy
	
	
	
	
	
	
	
	

	2nd Pregnancy
	
	
	
	
	
	
	
	

	3rd Pregnancy
	
	
	
	
	
	
	
	

	4th Pregnancy
	
	
	
	
	
	
	
	

	5th Pregnancy
	
	
	
	
	
	
	
	


Were there any complications during or after your pregnancies? ................................................................


□
□

If yes, explain  _______________________________________________________

Did your mother take diethylstilbestrol (DES) when she was pregnant with you?  …………………………..


□
□
PHYSICAL EXAMINATION

Female







Ht.

Wt.

B.P.



P.R.

Span




Habitus ________________________________________________________________________________________

Skin ___________________________________________________________________________________________

Thyroid _________________________________________________________________________________________

Breasts _________________________________________________________________________________________

Abdomen ________________________________________________________________________________________

Pelvic ___________________________________________________________________________________________

Vulva ___________________________________________________________________________________________

Vagina __________________________________________________________________________________________

Cervix __________________________________________________________________________________________

Corpus ______________________________________
Varicose – R. _______________ L. ___________________

Adnexa ______________________________________
Doppler R. ___________________ L. __________________

      R. ___________________________________________________________________________________________

      L. ___________________________________________________________________________________________

Rectovaginal _____________________________________________________________________________________

IMPRESSION
_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

RECOMMENDATION

_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

EXAMINER _______________________________________________
STAFF ____________________________________________
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